Objectives. To analyze the sources of per-beneficiary Medicare spending growth between 2007 and 2014, including the role of demographic characteristics, attributes of Medicare coverage, and chronic conditions. Data Sources. Individual-level Medicare spending and enrollment data. Study Design. Using an Oaxaca-Blinder decomposition model, we analyzed whether changes in price-standardized, per-beneficiary Medicare Part A and B spending reflected changes in the composition of the Medicare population or changes in relative spending levels per person. Data Extraction Methods. We identified a 5 percent sample of fee-for-service Medicare beneficiaries age 65 and above from years 2007 to 2014. Results. Mean payment-adjusted Medicare per-beneficiary spending decreased by $180 between the 2007-2010 and 2011-2014 time periods. This decline was almost entirely attributable to lower spending levels for beneficiaries. Notably, declines in marginal spending levels for beneficiaries with chronic conditions were associated with a $175 reduction in per-beneficiary spending. The decline was partially offset by the increasing prevalence of certain chronic diseases. Still, we are unable to attribute a large share of the decline in spending levels to observable beneficiary characteristics or chronic conditions. Conclusions. Declines in spending levels for Medicare beneficiaries with chronic conditions suggest that changing patterns of care use may be moderating spending growth. Key Words. Medicare, spending growth, chronic conditions As Medicare shifts toward greater use of value-based payments, identifying factors that drive spending growth is a pressing question for policy makers and health care organizations. Several new payment models, including accountable care organizations, incorporate incentives for providers to stay within spending growth targets. Better understanding of the sources of spending growth can inform budget and policy priorities and provide evidence for evaluating whether spending targets are reasonable.
An important distinction with policy and clinical implications is whether spending growth trends reflect changes in the health status of the Medicare population or changes in the relative spending levels associated with a given health status. For example, spending growth associated with diabetes can result from increased diabetes prevalence in the Medicare population, increased spending per beneficiary with diabetes, or an interaction of these factors. By distinguishing between sources of spending growth, we can better identify the potential for cost-saving opportunities and isolate the impact of reform efforts. For instance, payment reform efforts targeting treatment efficiency might hold particular promise for conditions where spending per case factors most prominently; however, longer-term prevention efforts might be more warranted for conditions where increasing disease prevalence plays a disproportionate role in shaping spending growth.
Previous spending growth trends suggest that changes in per-beneficiary spending levels outweigh population and disease prevalence changes in determining the rate of per-capita spending growth (Roehrig and Rousseau 2011; Starr, Dominiak, and Aizcorbe 2014; Dunn, Rittmueller, and Whitmire 2016) . However, it is not clear whether those findings still apply to the most recent years of Medicare spending, which experienced historically low growth (White and Ginsburg 2012; Buntin and Levine 2013; Martin et al. 2016) . The baby boomer generation began entering Medicare in 2011, shifting the Medicare population toward a younger average age. Other beneficiary attributes also have changed over time, including whether Medicare enrollees have prescription drug coverage and retiree benefits. Declines in smoking rates have improved population health, but rising levels of obesity suggest that associated diseases may increase in incidence and prevalence (Flegal et al. 2012; U. S. Burden of Disease Collaborators 2013) . This combination of factors raises the possibility that changes in the Medicare population, including a shifting prevalence of disease, might play a prominent role in recent spending trends.
To inform policy makers and providers about potential factors that should be considered when setting targets for Medicare spending growth, we analyzed the extent to which changes in per-beneficiary Medicare spending between 2007-2010 and 2011-2014 reflected shifts in the composition of the Medicare population or changes in relative spending levels associated with certain beneficiary-level factors. Our analysis included consideration of several key categories of factors, including demographics, Medicare coverage characteristics, chronic disease prevalence, and chronic disease incidence. We also examined how the sources of spending growth varied across major disease categories.
METHODS

Data Sources and Study Population
Using the 2007-2014 Master Beneficiary Summary File (MBSF), we selected a random 5 percent sample of Medicare enrollees age 65 and above. We excluded beneficiaries enrolled in Medicare Advantage as of July in a given calendar year. For beneficiaries who joined Medicare after July or died prior to July, we excluded those who had Medicare Advantage in their first or last month of Medicare benefits, respectively. Our sample size ranged from 1,527,010 to 1,639,724 beneficiaries per year, for a total of 12,599,955 observations.
Outcome Variable
Our main study outcome measured total Medicare spending per beneficiary, adjusted to 2007 payment rate levels. This outcome included total Medicare Part A and B spending and excluded any cost-sharing amounts and Part D spending. For comparison, Medicare spending was aggregated into two time periods: 2007-2010 and 2011-2014 . We chose these time periods for two primary reasons. First, while per-beneficiary Medicare spending has been slowing since the mid-2000s, it slowed even more during the latter time period. For example, per-beneficiary Part A spending has declined between 2011 (Medicare Trustees Report 2017 . This pattern raises questions about what factors have changed, even over less than a decade, to account for this decline. Second, Part D benefits were available for the entirety of both time periods, which was important in light of evidence that prescription drug benefits may affect other medical costs (Zhang et al. 2009; Afendulis et al. 2011; McWilliams, Zaslavsky, and Huskamp 2011; Buntin and Hayford 2016) . The MBSF provided beneficiary-level annual summaries of Medicare spending for each sector: inpatient, outpatient hospital services, physician Trends in Medicare Spendingservices, Part B drugs, hospice care, skilled nursing facility care, home health care, dialysis and other Part B services, durable medical equipment, ambulatory surgical centers, and medical testing. Based on annual payment rate changes announced in the Federal Register, we applied category-specific payment adjusters to each spending category for the years 2008-2014 so that spending amounts would reflect 2007 payment rate levels. We applied the Consumer Price Index instead of payment rate updates for sectors that account for a minor share of overall Medicare spending: durable medical equipment, ambulatory surgery centers, and medical testing. To index payments for Part B drugs, we applied the Producer Price Index for Pharmaceutical preparation manufacturing (PPI Rx). Federal budget cuts to Medicare provider payments took effect in April 2013 under sequestration, so our adjusted measure inflated spending levels by 1.5 percent in 2013 and by 2 percent in 2014 for all sectors besides Part B and inflated Part B spending levels by 1.275 percent in 2013 and 1.7 percent in 2014 due to specific sequestration measures for this sector. We aggregated adjusted spending across all sectors into one measure of overall Medicare spending. By standardizing spending to 2007 payment rate levels, our results reflect changes in spending growth that are due to the volume or type of health care services provided rather than changes in price.
Covariates
To account for how spending changed, we examined several characteristics: demographics, types of Medicare coverage, prevalence of chronic conditions, and incidence of chronic conditions. To assess high end-of-life medical spending levels, we also identified decedents. Demographic factors included a categorical variable for age (65-69, 70-74, 75-79, 80-84, and 85+) and indicator variables for sex and race. Medicare coverage factors included binary variables indicating whether beneficiaries were new to traditional Medicare, either because their Medicare coverage began or they switched from Medicare Advantage participation in a given study year. Coverage factors also included binary indicators to identify beneficiaries with the following benefits: Part A coverage only, Part D prescription drug coverage, non-Part D prescriptive drug coverage, partial Medicaid benefits (coverage of Medicare premiums and, for lower-income beneficiaries, Medicare cost-sharing), and full Medicaid benefits (coverage of Medicare premiums and cost-sharing and other services not covered by Medicare such as long-term care). The MBSF includes indicators for 26 common diseases, which we used as the basis for measuring the prevalence and incidence of chronic conditions (Chronic Conditions Data Warehouse 2016). These indicators identified whether beneficiaries had diagnosis codes in Medicare Part A and B claims that were consistent with having a specific condition. The lookback period for these algorithms ranged from 1 to 3 years, so even though our earliest study year is 2007, the identification of some chronic conditions was based on claims dating back as early as 2004. The MBSF also identified the month that beneficiaries first met the criteria for having a given condition, which we used as a proxy for chronic condition incidence. We created binary indicators to flag whether beneficiaries had specific incident chronic conditions. For beneficiaries who are new to Medicare or switching midyear to fee-for-service Medicare from Medicare Advantage, there is no claims history to distinguish between incident and pre-existing conditions. Therefore, for these beneficiaries, we did not categorize their chronic conditions as "incident" with the rest of our study population. Instead, we created two indicator variables to identify whether beneficiaries who were new to Medicare or switching from Medicare Advantage had any chronic conditions.
Analysis
To understand how these factors contributed to changes in per-beneficiary spending between 2007-2010 and 2011-2014 , we conducted an OaxacaBlinder decomposition analysis with the Oaxaca Stata package (Blinder 1973; Oaxaca 1973; Jann 2008) . We used this approach to determine how much of per-beneficiary spending growth can be attributed to (1) changes in the characteristics of the Medicare population, (2) changes in relative spending levels for beneficiaries with a given characteristic, and (3) any interaction between these two sources. In this context, a factor's relative spending level is its marginal effect on spending, or how much greater (or lower) per-beneficiary spending would be if an individual had the characteristic in question.
In calculating the amount of spending growth attributable to changes in the Medicare population, we measured the change in prevalence for all characteristics of interest between 2007-2010 and 2011-2014 . For each characteristic, we multiplied its change in prevalence by its initial relative spending level to determine how much the change in prevalence contributed to spending growth. Each characteristic's initial relative spending level was determined by a linear regression model that predicted per-beneficiary spending in the 2007-2010 period based on all characteristics of interest.
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Similar logic applied to estimating the amount of spending growth due to changes in relative spending levels. We estimated two separate linear regressions, one for each time period (2007-2010 and 2011-2014) , that predicted per-beneficiary spending based on all characteristics of interest. By comparing the coefficients for each characteristic between these two models, we measured whether the relative spending levels associated with each characteristic changed. For each characteristic, we multiplied its change in relative spending levels by the initial prevalence of that characteristic in the population during the 2007-2010 period. The differences in the intercept terms between these two linear regression models can be considered unattributed sources of spending change. For more details on this approach, please see Appendix SA2.
For each characteristic, we summarized how much of the change in perbeneficiary spending can be attributed to changes in population, changes in relative spending levels, and an interaction between these two sources. The presence of an interaction term indicates that a particular characteristic experienced changes in both its prevalence and relative spending levels between the two time periods. The size of the interaction term is determined by the size of those two changes multiplied together. We report more detailed results for individual chronic conditions in two disease categories with the largest positive and negative contributions to Medicare spending growth.
To analyze whether our results changed based on the choice of the study population, we repeated our analysis for two different subpopulations. First, we limited the population to beneficiaries who had Part D coverage. Second, we excluded beneficiaries who were new to Medicare, had died, or switched from MA during the year in order to analyze results for beneficiaries with 12 months of Medicare participation.
RESULTS
After adjusting for payment increases, the mean total Medicare spending per beneficiary declined from $7,683 to $7,502 between 2007-2010 and 2011-2014 (Table 1) . As context to determine the impact of beneficiary traits on spending, we observed multiple differences in demographics, aspects of Medicare coverage, and prevalence and incidence of chronic conditions (Table 1) , 2007-2010 and 2011-2014 2007-2010 2011-2014 2007-2010 2011-2014 Annual number of beneficiaries (Mean) 
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percent between the two time periods, while the percentage of beneficiaries with other sources of drug coverage declined from an average of 37 to 28 percent. Cardiovascular disease, a common chronic condition, declined in prevalence from 38 to 35 percent and from 8 to 7 percent in incidence. In contrast, the prevalence of endocrine and renal conditions increased from 37 to 39 percent across the two time periods, even though incidence of these conditions remained fairly constant. When comparing how per-beneficiary spending associated with different characteristics changed between 2007-2010 and 2011-2014 , several trends stand out (Table 1) . First, adjusted spending levels declined at least slightly for almost every demographic group and every group with different kinds of Medicare-related coverage options. Only older beneficiaries had greater spending levels in the latter time period. For example, adjusted spending levels for beneficiaries age 85 and above increased from $11,636 to $11,816. Second, spending levels increased for most categories of chronic conditions. One notable exception was a decline in per-beneficiary spending for beneficiaries with endocrine and renal conditions. Decedents consistently had high spending levels, averaging $29,203 and $29,242 in annual costs in 2007-2010 and 2011-2014, respectively. Overall Medicare per-beneficiary spending declined by $180 between the 2007-2010 and 2011-2014 time periods (Figure 1 ). Declines in relative spending levels for beneficiaries, rather than a population shift toward beneficiaries with less expensive health care needs, account for the majority of this decline. The decomposition analysis suggests that Medicare per-beneficiary spending would have declined by $245 based on reduced spending levels if the composition of the Medicare population had not changed (Table 2 ). In fact, given the compositional changes in the Medicare population and their disease prevalence, we would have expected Medicare per-beneficiary spending to increase by $97 (holding payment rates constant) if there had been no change in spending levels. A modest amount of the decline (À$33) was attributable to the interaction of these two factors (see Table S1 in Appendix SA2 for full decomposition results). A large part of the decline in marginal spending levels was not associated with any particular characteristic or chronic condition that we measured, which we describe as unattributed changes (À$115). According to the decomposition approach, this term represents the change in the coefficient on the constant term for predicting Medicare spending between the two time periods. An alternative way to conceptualize this difference is the change in spending levels for the reference population in our analysis: namely beneficiaries with no chronic conditions and none of the other demographic or coverage attributes that were included in the decomposition models.
Demographic characteristics were associated with net increased Medicare spending ($40) when taking into account changes in the population and spending levels (Figure 1) . Some of this increase reflects changes in the age (Table S1 in Appendix SA2). When the younger share of Medicare beneficiaries increased between the two time periods, this population change was associated with expected increases in spending amounts. Between these two time periods, there were also sizeable increases in marginal spending levels for beneficiaries who were white ($64) or female ($47) ( Table 2 ). The decomposition analysis suggests that per-beneficiary Medicare spending would have increased by $99 if we consider only the spending changes associated with Medicare-related coverage attributes (Figure 1 ). Marginal spending levels for beneficiaries with Part D and other forms of prescription drug coverage increased between these two time periods relative to spending levels for beneficiaries without any prescription drug coverage (Table S1 in Appendix SA2). In contrast, marginal spending levels for beneficiaries with full Medicaid coverage decreased modestly over this time period. Changes in spending levels for other attributes of Medicare coverage, such as having only Part A coverage, did not make a significant contribution to changes in overall per-beneficiary spending.
When the net changes in spending associated with chronic condition prevalence (À$84) and incidence (À$83) are combined, disease-related factors are the largest contributor to the overall spending decline, totaling À$167 ( Figure 1, Table 2 ). Even though increases in disease prevalence would be expected to increase per-beneficiary spending by $125, these population changes were offset by even larger decreases in marginal spending levels for beneficiaries who have chronic conditions (À$175). The reverse scenario occurs with disease incidence: Decreases in disease incidence were associated with a modest spending decline (À$85) that was slightly offset by very small increases in marginal spending levels for beneficiaries with new chronic conditions ($5).
The two prevalent disease categories with the largest spending decreases were cardiovascular and endocrine conditions (Figure 2 ). Every cardiovascular condition except atrial fibrillation declined in prevalence. Furthermore, almost all cardiovascular conditions also had reductions in relative spending levels, especially ischemic heart disease (À$68). In contrast, heart failure had an increase in marginal spending levels from the early to Trends in Medicare Spendingthe late period. If the prevalence of heart failure had not declined, this increase would have translated to a $60 increase in overall Medicare perbeneficiary spending.
Among endocrine-related disorders, the findings for chronic kidney disease (CKD) stand out because of the magnitude of changes in marginal spending levels and spending related to prevalence. CKD refers to impaired kidney functioning that can range from mild function loss to end-stage renal disease. A large increase in the proportion of beneficiaries with CKD suggests that overall per-beneficiary Medicare spending would have increased by $189 in the absence of other changes. However, this population-related change was offset by large declines in marginal spending levels for beneficiaries with CKD (À$175), which suggests that the net amount of spending decline associated with CKD was À$28 per beneficiary after including the interaction between these two effects. In contrast, spending associated with diabetes decreased because marginal spending levels for beneficiaries with diabetes declined (À$96), but spending associated with diabetes prevalence rates had small increases ($6).
Some chronic condition categories did see increases in associated perbeneficiary spending (Figure 3 ). Among cognitive diseases, increased prevalence of depression and increased marginal spending levels for beneficiaries with Alzheimer's disease or dementia contributed $89 and $41, respectively, to overall increases in per-beneficiary Medicare spending. Spending associated with skeletal and joint conditions also contributed to spending growth, almost entirely due to increases in relative spending levels for these conditions, especially for beneficiaries with rheumatoid arthritis or osteoarthritis (RA/OA). Increases in prevalence and spending levels contributed to a net increase of $72 in associated spending for RA/OA. The sensitivity analyses conducted for different segments of the Medicare population consistently demonstrated that a large share of the spending decline was related to changes in relative spending levels ( Figures S1 and S2 in Appendix SA2). Like our main cohort, changes in marginal spending levels were mainly associated with spending on chronic conditions or could not be attributed to a specific characteristic. However, the amount of the spending decline differed between populations. Beneficiaries with Part D benefits had larger declines in spending levels, dropping by $261 from $9,858 to $9,597 in per-beneficiary spending. When the analysis excluded decedents, new Medicare beneficiaries, and switchers from MA, the remaining beneficiaries Notes. Authors' calculations using a 5 percent sample of fee-for-service Medicare beneficiaries over age 65, years 2007-2014 . Medicare spending was deflated to 2007 payment rates using sector-specific information on annual market basket updates. RA/OA, rheumatoid arthritis/osteoarthritis. had a small decline in spending levels, decreasing by $78 from $6,992 to $6,914.
DISCUSSION
After adjusting for changes in Medicare payment rates, we found that mean Medicare per-beneficiary spending decreased by $180 between 2007-2010 and 2011-2014 . This change reflected large reductions in relative spending levels for Medicare beneficiaries that were partially offset by greater spending associated with changes in the characteristics of the Medicare population. Key factors that contributed to the spending decline were lower marginal spending levels for beneficiaries with chronic conditions and lower spending associated with decreases in disease incidence among beneficiaries. Notably, a large share of the spending decline could not be attributed to any particular demographic, coverage, or disease-related characteristic.
We observed significant variation across chronic conditions in how prevalence and spending levels influenced spending patterns. A combination of declining prevalence and associated spending levels contributed to lower spending on cardiovascular diseases. In contrast, spending declines associated with lower spending levels for beneficiaries with endocrine and renal disorders, particularly CKD, were partially offset by increased spending due to the rising prevalence of CKD. Per-beneficiary spending associated with cognitive conditions as well as skeletal and joint conditions increased, although the role of changes in composition of the population versus changes in spending levels differed across conditions. Like other decompositions of per-capita spending growth, we found that changes in spending levels, rather than changes in the composition of the population, explained most of the difference in per-capita spending growth (Roehrig and Rousseau 2011; Starr, Dominiak, and Aizcorbe 2014; Dunn, Rittmueller, and Whitmire 2016; Roehrig and Lake 2017) . Furthermore, our results are supported by recent work demonstrating that population changes in disease prevalence explain only a small share of total spending growth in the United States (Dieleman et al. 2017) . Most of the previous work on this topic has relied on relatively small samples from survey data. Using Medicare administrative data, we have a large study population that enables us to model the joint effect of multiple factors. By accounting for payment rate changes, our analysis focuses on spending growth from changes in the volume or type of health care services provided. Our results are also distinct in that previous studies have parsed out spending according to whether medical treatments and visits are for a specific condition. In contrast, we focus on total spending for a person with a given chronic condition, while controlling for the presence of other conditions and multiple characteristics. This approach is consistent with the premise that the presence of a chronic condition, even if not directly treated during a medical encounter, can influence spending associated with different chronic conditions.
For policy makers seeking to understand which chronic conditions have greater influence on Medicare spending changes, our disease-specific findings are particularly relevant for targeting future payment and delivery reform initiatives. Our findings on spending patterns correspond to national prevalence and incidence trends, as well as recent changes in health care delivery for some diseases. The prevalence of cardiovascular disease has declined, along with Medicare hospitalizations for these conditions and the use of expensive surgical procedures such as coronary artery bypass grafts (Chen et al. 2010 (Chen et al. , 2011 Epstein et al. 2011; Likosky et al. 2013 ; U. S. Burden of Disease Collaborators 2013; Fang et al. 2014 ). Greater spending due to increasing prevalence of CKD among Medicare beneficiaries parallels long-term trends of increased early-stage CKD and end-stage renal disease among older adults (Coresh et al. 2007; U.S. Renal Data System 2015) . Two factors might have contributed to lower spending levels over time for CKD: a new bundled payment method for dialysis in 2011 and reduced use of high-cost anemia treatments (Iglehart 2011; Swaminathan et al. 2012; Winkelmayer et al. 2014) . If beneficiaries with milder cases of CKD were more likely to be diagnosed in the latter period, that pattern might also explain why spending levels associated with CKD declined.
Even though there was an overall decline in spending for chronic conditions, the diseases that had positive spending growth per-beneficiary merit close attention. The increased prevalence of mental illness, including depression, contributed to national per-capita spending growth between 2000 and 2010 (Dunn, Rittmueller, and Whitmire 2016) , which supports our finding that a greater prevalence of depression contributed to Medicare spending growth. The increasing spending levels for Alzheimer's and dementia are particularly concerning because health care services covered by Medicare account for only a small share of the overall costs for dementia. It is not clear whether long-term care costs, which are the largest component of overall dementia spending (Hurd et al. 2013) , also increased over this time period. Finally, in light of how orthopedic procedures and subsequent follow-up care are being Trends in Medicare Spendingtargeted for bundled payment reforms, it will be important to follow whether the increases in spending levels associated with skeletal and joint conditions continue. Although bundled payments may contain the costs of surgery, spending levels could still increase if a greater proportion of beneficiaries opt for surgical procedures to treat these conditions (Dummit et al. 2016; Fisher 2016) . Some data suggest that the growing rate of knee replacements began to level off in the mid-2000s after steady growth for the previous 15 years (Cram et al. 2012) .
A large share of the decline in spending levels cannot be attributed to any specific beneficiary characteristic, which raises questions about the potential influence of other factors that we do not directly measure, such as policy changes. Over the time period of our study, CMS launched multiple initiatives to improve health care delivery in traditional Medicare and potentially bend the cost curve. National financial incentive programs, for example, encouraged multiple providers to adopt electronic health records and to reduce hospital readmissions. A select group of providers opted to participate in accountable care organizations and bundled payment initiatives that promoted greater efficiency in how health services are delivered. Under the Affordable Care Act and sequestration, the federal government reduced payment rates to hospitals and other providers. Although our analysis of payment-adjusted spending does not consider the direct effects of these measures, such actions could have prompted providers to respond with increases or decreases in service volume. In the short term, these initiatives are premised on the assumption that Medicare can achieve greater efficiency, especially for beneficiaries with costly conditions. Our analysis is not designed to identify whether these initiatives have decreased costs, but our findings that relative spending levels for beneficiaries with chronic conditions have decreased are consistent with the possibility that health care delivery has changed.
Furthermore, participation in the Medicare Advantage program has dramatically increased over this time period from 22 percent of Medicare beneficiaries in 2008 to 31 percent in 2014 ( Jacobson et al. 2016) . There is some evidence that increased Medicare Advantage participation can moderate health care spending in traditional Medicare through spillover effects on health care delivery patterns (Chernew, DeCicca, and Town 2008; Baicker, Chernew, and Robbins 2013) . On the other hand, there are mixed results about whether healthier Medicare beneficiaries still selectively participate in Medicare Advantage, even after recent risk adjustment reforms that were intended to encourage enrollment among sicker beneficiaries (McWilliams, Hsu, and Newhouse 2012; Brown et al. 2014) . The net effect of increased Medicare Advantage participation on spending levels for traditional Medicare beneficiaries is not clear. Several aspects of our study limit the conclusions that can be drawn from our findings. Disease identification is based on claims, so we cannot observe beneficiaries who had chronic conditions but no associated treatment, nor can we observe disease severity. Our results may be sensitive to "upcoding" the number of diagnoses on Medicare claims if the extent of upcoding changed between our two comparison periods. If our analysis had included Part D spending, results may have changed for several conditions that are treated with expensive medications, such as rheumatoid arthritis. We do not account for several factors that are difficult to measure and could have influenced beneficiaries' spending levels, such as income, assets, and Medicare supplemental coverage other than Medicaid. Because Medicare Advantage claims are not available to researchers, we could not assess whether spending decomposition results were similar for Medicare Advantage members. Our analysis does not evaluate whether changes in Medicare spending affected the quality of care for Medicare beneficiaries. Finally, we examined changes in Medicare spending over a relatively short time period when there was exceptionally low growth, so our results might not generalize to other time periods.
The success of Medicare payment reforms, at least in the short term, relies upon providers being able to reduce spending levels for beneficiaries with a given set of health care needs. For policy makers and health care organizations who are concerned about the feasibility of reducing health care spending, these results can be interpreted with some optimism. The magnitude of spending level declines for beneficiaries with chronic conditions may be an indication that there are opportunities for health care organizations to provide care more efficiently. However, the extent to which reduced spending levels are offset by spending growth due to increased prevalence of chronic conditions suggests that there is an equally important role for policies that promote disease prevention. 
SUPPORTING INFORMATION
Additional supporting information may be found online in the supporting information tab for this article:
Appendix SA1: Author Matrix. Appendix SA2: Oaxaca-Blinder Decomposition. Table S1 : Detailed Decomposition of Mean Medicare Per-Beneficiary Spending, 2007-2010 versus 2011-2014 . 
